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“Mrs Smith has no rehab potential”: Does rehabilitation have a role in the management of 
people with dementia?  
 
 
 
Key points 
 People with dementia are often deemed to have no rehabilitation potential and 
denied access to such services 
 A sense of abandonment is common among carers 
 Changing attitudes will require staff training and adequate resources to meet the 
needs of this growing population  
 
 
 
Abstract 
Rehabilitation is a “process aiming to restore personal autonomy in those aspects of daily 
living considered most relevant by patients, service users and their family carers” [1]. For 
older people experiencing illness, injury or disability the process of rehabilitation, which may 
include exercise, enables them to maximise their abilities and potential [2]. However, as 
demand for healthcare services grows alongside limited resources, clinicians often have to 
make decisions as to which patients may benefit from rehabilitation. The concept of ‘no 
rehabilitation potential’ often rears its ugly head in relation to people with dementia but 
what is it that informs this label, what is the impact and is it justified? 
 
  
Rehabilitation is a “process aiming to restore personal autonomy in those aspects of daily 
living considered most relevant by patients, service users and their family carers” [1]. For older 
people experiencing illness, injury or disability the process of rehabilitation, which may 
include exercise, enables them to maximise their abilities and potential [2]. However, as 
demand for healthcare services grows alongside limited resources, clinicians often have to 
make decisions as to which patients may benefit from rehabilitation. The concept of ‘no 
rehabilitation potential’ often rears its ugly head in relation to people with dementia but what 
is it that informs this label, what is the impact and is it justified? This negative stance towards 
people with dementia goes against the philosophy of positive support for both cognitive and 
physical rehabilitation [3]. 
 
Pressure on services to, for example, reduce length of hospital stay can result in rationing of 
care. I recently discussed this issue with a group of physiotherapists in Australia and when 
asked how they felt about this in relation to people with dementia was told by one “we 
haven’t got time and if they can’t do what we say then we move onto those patients who can”. 
In effect, this approach blames the person with dementia for not fitting in with the 
physiotherapist’s expectations of what they should be able to do. Negative attitudes towards 
dementia and a lack of knowledge and understanding of dementia have been found to limit 
the ability of some professionals to work in person-centred ways.[4]. In a person-centred 
healthcare system is the issue a lack of understanding, skills and resources of the 
rehabilitation staff required to meet the needs of the person and their families [5]? Denying 
access to opportunities for rehabilitation and to be able to work towards personal goals may 
be contributing to the increased risk of care home admission [6] but also may add to reduced 
wellbeing and quality of life for those with dementia and their carers. A sense of 
abandonment is common amongst carers as can be seen in these studies reporting the 
experiences of physiotherapy by people with dementia and their carers: 
 
“…having got the physiotherapy people to come and see her they were soon very keen 
to get shot.” [7] 
 
“He couldn’t be mobilised by the two physiotherapists who came to see him once a day 
for 15 to 20 minutes. Mobilising someone with dementia was not a priority in acute 
care. Michael never regained his mobility” [8] 
 
Burton and colleagues [9] have suggested that limited carryover by those with dementia was 
a mediator for rehabilitation potential, along with poor motivation. Assumptions are made 
based on what pre-conceived expectations of people with dementia can and cannot do based 
on what we know about the condition. Not all dementias present in the same way so why 
would we assume that all people with dementia should be managed in the same way? For 
example, an apparent lack of motivation may be misunderstood by therapy staff and can be 
resolved by engaging with family [8]: 
 
“The rehab staff said mum wasn’t motivated. I told them that was because she didn’t 
have her slippers. She wouldn’t walk in bare feet at home without her slippers so no 
way would she walk on a hospital floor without them! As soon as she got the slippers, 
she did all her exercises”. 
 
Although it has been reported that rehabilitation participation mediates the relationship 
between cognitive impairment and functional outcomes among those with hip fracture [10] 
is this because the approaches and strategies used aren’t the best way to engage people with 
dementia? The evidence on the benefits of exercise for people with dementia is very variable 
on all outcomes including cognition, function and quality of life [11, 12] but the outcomes 
considered important by those affected may not be those traditionally collected such as 
pleasure [13] and social interaction. Where exercise interventions have been tailored to 
individuals there have been some benefits for function and reduction in falls [14, 15] and 
increased physical activity and physical health [16]. Different approaches are essential if we 
are to promote engagement with people with dementia and enable access to exercise, 
physical activity and rehabilitation interventions [7]. 
 
The attitudes we continue to see towards people with dementia will need to change as the 
population demographic changes and needs become increasingly complex with physical, 
cognitive and social needs.  We need to increase the knowledge and skills of staff and teams 
to enable them to work confidently and effectively working with people with dementia. Those 
with the least access to rehabilitation are the ones who have most to gain so maybe we need 
to focus on those who need the most support to gain from rehabilitation and ensure they are 
supported by the most experienced and skilled staff.  
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